caused by goitre. In such cases the voice, as a rule, was normal; if affected the change was usually due to a difference in the level of the vocal processes. To-day the left cord seemed to him to be acting normallv, and the case was a good example of recovery from paralysis caused by pressure of a goitre.
In cases of thyroid enlargement it was very important to examine the larynx before performing thyroidectomy, as in a fair percentage, abductor paralysis of a cord would be found, although the voice was normal. If both cords were affected the disease was usually malignant, or else was in the central nervous system.
Mr. HAROLD KISCH said it was difficult to regard this case as being one of simple goitre; the paralysis of the cord, the pressure on the'veins, and the great hardness of the swelling on the left side of the neck had to be explained. He had not seen a simple adenoma or goitre of such stony hardness as this. It was in the supraclavicular fossa, and he did not know whether it was a lymphatic gland or an extension of the thyroid itself. He believed that thbs was a case of malignant goitre. A curious point was the duration, and the fact that there had been some diminution of the symptoms. He would, however, try anti-syphilitic treatment in the case.
Mr. A. D. SHARP said that he had a female patient of the same age, who had paralysis of the left vocal cord. There was a history of repeated loss of voice, with intervals of recovery. It was thought that there must be some mediastinal cause of the paralysis, but neither physicians nor radiologists had found anything abnormal in the chest. She had had repeated attacks of bronchitis and loss of voice during the last four years. On each occasion as the'state of the chest cleared up the vocal cord became mobile. A repeating temporary inflammatory enlargement of a gland pressing upon the nerve might be the explanation of the recurring cord paralysis.
Mr. J. S. FRASER said that in the clinic at Cleveland, Ohio, Dr. G. W. Crile had all his goitre cases examined beforehand by Dr. Waugh, who found paresis of one vocal cord before operation in a certain number of cases.
Mr. H. BELL TAWSE (President) in reply said he had shown this case because there was considerable difference of opinion as to whether non-malignant goitre could cause paralysis of the recurrent laryngeal nerve. At Edinburgh, in 1927, Dr. Brown Kelly had quoted several authorities who had observed paresis or paralysis in approximately 10 per cent. of cases of enlarged thyroids. A Swiss colleague, at the same meeting, had stated that in Switzerland as a rule a distinct vocal palsy indicated malignant degeneration. At a recent meeting of the American Laryngological Association, one speaker had stated that an enlargement of the thyroid gland, no matter how great, or whether substernal or intratboracic, did not exert sufficient direct pressure on the recurrent laryngeal nerve to cause paralysis, and that when paralysis occurred the gland should be regarded as malignant. When he (the President) had seen this patient in March, 1928, his diagnosis had been malignant thyroid. The cervical lymphatic glands were enlarged, and the patient had lost much weight. He had seen her next in October, 1928, after three months' treatment with ultra-violet rays. She was then a different woman, and had remained in perfect health ever since. He, personally, had no doubt that the left vocal cord was mobile.
Adhesion of Soft Palate to Posterior Pharyngeal Wall. Surgical Diathermy followed by Right Hypoglossal Paralysis and Meningitis. Recovery.-DAN MCKENZIE, M.D.-The patient, a woman, aged 32, was operated upon at the Central London Throat and Ear Hospital in July, 1928, the adhesion being destroyed by diathermy. The cause of the adhesion was not clear; it dated from infancy; and she had had a radical mastoid operation performed on both ears.
The diathermy interference was immediately succeeded by acute pain in the nape of the neck, but the patient left hospital, and, though still in pain, went abroad.
When next she came under my care at the French Hospital, in September, 1928, she was seriously ill with severe, continuous pain on the right side of the head, vomiting and dysphagia. The right side of the face was paretic, and the tongue, when protruded, deviated strongly to the right. There was some rigidity of the muscles of the back of the neck. The diathermized area had healed, with the exception of a tough, necrotic patch on the right. The finger in the nasopharynx passed into a deep cavity under the petrous leading towards the tympanum, but a probe could not be passed through it into the middle ear. Cerebrospinal fluid withdrawn on several occasions showed leucocytosis but no organisms. For a month the temperature varied between iOO F. and 103°F., and the meningeal symptoms persisted.
Various remedies were tried, including electrargol intravenously, but drainage of the meninges was not adopted.
After some six weeks of varying fortunes, the conditions, local and general, slowly improved and the patient recovered. The tongue still shows hypoglossal paralysis. The nasopharynx has healed.
We may suppose that the diathermy coagulation involved the hypoglossal nerve near to its exit from the anterior condyloid foramen, but the reason for the meningitis is not plain.
Discussion.-The PRESIDENT asked how the raw surfaces were kept from adhering.
Many years ago, as a house surgeon, he had to look after a similar case in which the condition was due to congenital syphilis. The adhesion was broken down and a rope of iodoform gauze was passed through each nostril and tied in front of the upper lip. The gauze was replaced each morning by tying a fresh piece to one end and pulling it through. This had caused much pain and after a few weeks had been abandoned. Four weeks later the adhesion had been as bad as ever. In another case a rubber drainage-tube had been used with a similar result. Dr. BROWN KELLY asked whether the opening into the nasopharynx was smaller before the operation than at present. He bad had several of these cases, and found that the difficulty was in preventing re-closure. He had had plates made with hooks to retract the palate, but the strong tendency was still towards closure. If diathermy gave a surface without that tendency, it would be a great gain.
Dr. DONALD WATSON said he had a case of lupus in which the soft palate was adherent to the posterior pharyngeal wall. He had employed diathermy, and the opening was now I in. x a in. It had not contracted during the last year.
Dr. MCKENZIE (in reply) said he should have used a hook electode, but there was not one available. He did not know how the patient had escaped a large haemorrbage from the internal jugular vein. He had employed diathermy in another case of cicatricial contraction of the posterior pharyngeal wall; but it had completely failed, as the contraction had recurred. He believed that in the present case the opening would remain. The peculiar pain felt in the nape of the neck soon after the operation was like that which frequently followed the operation on tonsils and adenoids, the cause of which seemed to be unknown. The adhesion had been complete before the operation, the patient not having been able to breathe through the nose at all. The history was of interest; the patient had been treated by Dr. Johnson for an attack of bronchitis, during which he had been given a fluid or semi-fluid diet. On recovery he found he could not swallow solids (previously he swajlowed normally) and this disability persisted.
X-ray examination with barium showed a long, tight stricture in the lower half of the csophagus. CEsophagoscopy confirmed this, and only the smallest bougie could be passed under the anesthetic. As the passage of bougies was impossible on account of pain, and as the man could only swallow fluids, gastrostomy was performed by Mr. Davies-Colley. When this was healed the patient was given a silk thread to swallow, and eventually this was brought out through the gastrostomy wound; successive bundles of silk threads increasing in number were pulled through the gastrostomy opening into the stricture. This proved most satisfactory, and the patient was soon able to swallow semi-solids and finally solids, so that the gastrostomy was allowed to close, except for a small hole through which one silk thread passed, the buccal end of the thread being fastened to a bar attached to the
